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Chairman Deal, Ranking Member Brown, distinguished Members of the Subcommittee,
my name is Robert Baumgartner, and I am the Chief Executive Officer for Center for
Diagnostic Imaging Inc. I am very pleased to be here today as a representative for the
National Coalition of Quality Diagnostic Imaging Services (NCQDIS), of which am a

member of their Board of Directors.

NCQDIS is a non-profit organization, representing 2,400 outpatient imaging clinics and
independent diagnostic testing facilities (IDTFs) throughout the United States. As
described by Executive Director Cherrill Farnsworth, “NCQDIS and its members are at
the forefront of medical technology, providing physicians and patients with the most

sl

state-of-the-art innovations, techniques and procedures available in diagnostic imaging.

! U.8. HR. Comm. on Ways and Means, Health Subcomm., Utilization of Medical Imaging. 105th Cong.
(February 10, 2005) (taken from prepared written testimony of Cherill Farnsworth, Executive Director,

National Coalition for Quality Diagnostic Imaging Services (NCQDIS)).
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O applaud the Subcommittee on Health for committing its time and resources to address
today’s important topic. As you know, it has been well-documented by the Centers for
Medicare & Medicaid Services (CMS) and private payers alike that imaging utilization
and spending have been growing at a rate faster than other health care expenditures.
NCQDIS and its members believe that appropriate imaging utilization is an issue for both

the public and private sectors, and you will learn about some of this coalition’s related

¢fforts today.

QOur goal is appropriate utilization: the right procedure, at the righf time, done
right. NCQDIS has been actively engaged with CMS on this topic, recommending
certain criteria that we believe CMS should consider in improving quality in imaging,
reducing improper utilization, and better aligning federal standards with those in the
commercial sector. But above all, NCQDIS firmly believes that the focus of this
Committee should be on ensuring the highest value in the services provided to the
nation’s Medicare and Medicaid beneficiaries, and we believe that this can be done by
providing clinically appropriate guidelines to all imaging providers that will have the net
result of reducing over-utilization, and promoting the best possible care for beneficiaries.
An across-the-board reduction in payments, as promulgated in the Deficit Reduction Act
(DRA), without due consideration of the nuances of the imaging market and the resulting

impact on beneficiaries will not improve quality or utilization and may, in fact, have the

opposite effect.
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My company, CDI, has been a leading provider of outpatient imaging services for 25
years. Our founder, Dr. Kenneth Heithoff, was one of the first physician pioneers to
advocate for more cost-effective, convenient and appropriate imaging services — and he
did so originally by opening one of the first outpatient imaging centers in the country in
1980. Since that time CDI has grown to now serve 14 communities in Minnesota,
Wisconsin, [Hlinois, Indiana, Missouri, Kansas, Florida and Washington. We are pleased
to have received this year the distinction of “Number One Freestanding Imaging Group”
in the U.S. by the readers of Medical Imaging magazine, a leading, national industry

publication.

The principles of CDI are straightforward and unwavering: to deliver accurate, efficient
diagnostic imaging services in an accessible and compassionate manner. To do so, we
partner with specialized, board-certified, local radiologists in conjunction with
community health systems, hospitals and physicians. For example, in St. Louis we have
collaborated with St. Luke’s Hospital as well as with the St. Louis Cancer & Breast
Institute. In Minnesota, we are working with the Mayo Clinic in a small city and with a
rural county-owned hospital and surrounding physicians, as well as providing convenient

access for patients in the three main population centers of the state.

For CDI and other NCQDIS members, our commitment to consistent standards and
appropriate utilization has always been critical to our success. As an independent imaging
provider, we cannot create demand for our services. Let me underscore this point: the

volume of procedures referred to NCQDIS members cannot be initiated or self-promoted,
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and we therefore represent an independent clinical viewpoint. We, like other IDTFs, must
prove to referring physicians and their patients that we are worthy of their continued
referrals. At CDI, we prove ourselves by maintaining a national, robust peer-review
program, ongoing patient satisfaction surveys, sophisticated quality assurance initiatives,
use of advanced imaging equipment, ACR accreditation of our MRI and CT scanners,
electronic portal access to images and reports for referring physicians, and an insistence

on radiologist specialization. Other NCQDIS members offer similar listings of service

and quality indicators.

1. INDUSTRY OVERVIEW: TRENDS AND TYPES OF PROVIDERS IN OUTPATIENT IMAGING

Before discussing specific utilization and quality topics, it is important to recognize the
macro healthcare environment. Two significant national trends have and will continue to

cause a natural and positive increase in diagnostic imaging utilization in the United

States.

First, the use of imaging tests and procedures increases as we get older, and the ‘Baby
Boom’ generation continues to age. By 2010, it is estimated that this generation will
constitute 79 million people in the U.S.2 Appropriate use of imaging procedures will play

a crucial role in the early detection and treatment planning for the medical needs of these

2 Kimberly Scott, 2006 Diagnostic Imaging Industry Strategic Outlook: Market Trends & Analysis (Wash.
G-2 Reports 2005).
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beneficiaries, so that overall costs on repeat exams, incorrect/non-concise and/or late-

stage diagnoses and complications are avoided.

Second, demand for imaging services overall is also increasing due to advances in
technology and applications. For example, new and less-invasive — yet efficacious and
cost-¢ffective — image-guided procedures are being developed and used as alternatives to
costly and more invasive procedures like surgeries. Advanced applications, new contrast
agents, refined scanners and new protocols are being brought to market and focused on
specific medical specialties, benefiting patients with diseases or injurieé such as cancer,
neurological and cardiovascular diseases and musculoskeletal injuries (e.g. hips, knees
and spines). As former Senator and Medicare Payment Advisory Commission (MedPAC)
Commissioner Dave Durenberger recently noted, “Innovation is a value in healthcare and

needs to be encouraged by policy.”

The Outpatient Diagnostic Imaging Environment
To better understand the issue of imaging utilization, it is important to understand exactly

who provides imaging services. Imaging services are delivered in a variety of ways to

Medicare beneficiaries.

First, an imaging procedure is performed only after a physician has evaluated a patient’s

condition and produced an order (similar to a prescription) for a specific imaging

? David Durenberger, Presentation, Defining the Medical Arms Race Syndrome (National Institute of Health
Policy, July 13, 2006) (Minneapolis, Minn,).
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procedure that he or sh.e feels is necessary to aid in the patient’s diagnosis. The procedure
has two components — the exam itself, and the radiologist’s interpretation.
The imaging exam (the experience of the patient coming to the clinic 'and having the
actual procedure done) is typically referred to as the “technical” component. Types of
diagnostic imaging examinations include:

s  MRI (Magnetic Resonance Imaging);

s CT or CAT (Computed Tomography);

¢ PET or PET.CT (Positron Emission Tomography);

o Ulirasound;

o X-ray;

¢ DEXA/Bone Densitometry;

¢  Mammography; and

¢ Nuclear Imaging.

After the “technical” imaging procedure is complete, the images are then sent for
interpretation to a radiologist, who studjes the images and delivers a written report back
to the referring physician with the results of the imaging examination. Radiologists are
physicians who must complete an additional 4 to 6 years of education and internships
after completing their medical degrees before being licensed as a general radiologist.
Fellowship-trained radiologists are further trained in specific areas of the anatomy or on

specific imaging equipment, and require another two years of fellowship training.

Imaging equipment is owned, and technical services are provided by, a variety of sources.
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The major provider segments are:
o Hospitals (both inpatient and outpatient);
¢ Independent Diagnostic Testing Facilities (IDTFs);
e Radiologist Offices; and

s Non-radiologist Physician Offices.

Hospitals typically provide both inpatient and outpatient imaging services at the hospital,
and may also own imaging facilities geographically distant from the hospital campus to
provide better community access. Hospitals are regulated facilities that provide on-site
radiologists for required procedures and to supervise staff and assuring compliance with
accreditation requirements such as JCAHO (Joint Commission on Accreditation of
Healthcare Organizations). Hospitals provide imaging services for trauma patients,
inpatient care and outpatients. Outpatient referrals come from on-staff hospital

physicians, independent hospital physicians and community physicians.

Independent diagnostic testing facilities (IDTFs), which NCQDIS represents, are imaging
facilities that exist outside the hospital setting and are not physically located in physician
offices. They may be owned by hospitals, radiologists or investors. IDTFs have more
rigorous federal regulations than other imaging providers; they must provide on-site
radiologists for certain procedures, have qualified and certified technologists to operate
the imaging equipment, and typically have their equipment certified by the American
College of Radiology (ACR). Nationwide, there are approximately 5,000 IDTFs. As

noted earlier, independent facilities, IDTFs cannot refer to themselves or create demand
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. for their services. They provide service o'nly after a physician has ordered an imaging

procedure for his or her patient. IDTFs provide quick, convenient and high-quality access
to imaging procedures that may not be available through the local hospital and generally

provide same-day service for patients.

Radiologists may or may not own imaging facilities. Ofientimes radiology groups
practice inside the hospital to provide interpretation services and consultation to hospital
physicians. In certain instances, the radiologist may own the imaging equipment in the
hospital or at hospital-based facilities. A radiologist may also own an IDTF in partnership
with hospitals and investors. Radiologists also provide interpretation services to IDTFs
and physician-owned imaging equipment. By law, radiologists are deemed not able to
refer patients, and are considered independent imaging providers since they do not

examine patients and order imaging services.

As a result of the in-office ancillary exceptions provided by Stark I ;md Stark 11, non-
radiologist physicians are able to install imaging equipment inside their offices or
collaborate with other physicians to own or lease imaging equipment. In physician-owned
imaging centers the primary source of referrals is from the physicians who own the
equipment. Physician practices are not subject to the same requirements as IDTFs in
terms of having a radiologist on site, nor are they required to have certified technologists

as required for IDTFs.
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T . NCQDIS believes this information to be critical in discussing consistency in standards, in
understanding where and how over-utilization is occurring, and in discussing

reimbursement.

I1. CONSISTENT STANDARDS FOR ALL IMAGING PROVIDERS:

ASSURING VALUE FOR MEBICARE AND MEDICAID BENEFICIARIES

NCQDIS and its members believe that the first step in consistent standards for all

providers is the uniform application of IDTF regulations to all types of imaging

providers.

Effective July 1, 1998, Medicare regulations provided for the implementation of the new
provider designation of independent diagnostic testing facility (“IDTF”)*. The IDTFs
replaced the previous provider category of independent physiological laboratory (IPL).
IDTFs are to be independent of a physician’s office or a hospital, although either can
apply to be an IDTF and therefore are not barred from meeting higher standards.

The Medicare carriers are charged with determining that all IDTF applicants meet the

IDTF standards as required by CMS prior to enrollment and granting an IDTF applicant a

Medicare billing number.

Arguably, the purpose of creating the IDTF classification was to ensure that diagnostic

testing performed outside the traditional inpatient hospital or radiologist office setting

442 CF.R. §410.33.
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met certain quality and safety standards, which also help to assure appropriate utilization,
However, many believe that the Stark “in-office ancillary exception™ has fostered the
proliferation of imaging in physician offices, raising the question as to whether the goal
of quality and safety has been achieved beyond the enrolled IDTFs. In fact, those entities
that enroll and bill as an IDTF are disadvantaged from a competitive standpoint due to
the regulatory requirements placed on the IDTF but not the other types of outpatient

imaging entities. These include:

¢ Supervising Physician Requirement
Currently Medicare Carriers are taking the position that, with limited exception
for certain specialties, each supervising physician in an IDTF needsto be a
radiologist. Some carriers have extended that definition to require board-certified
radiologists. The goal of the regulations is clearly to ensure that the “supervising
physician” oversee the quality of the testing equipment and the technologists who
will be performing the tests utilizing such equipment. However, the Carriers place
no such supervising physician requirements upon non-IDTF imaging providers

such as outpatient hospital facilities or physician office imaging facilities;

¢ Non-Physician (Technologist) Requirements in the IDTF Setting
The Medicare Carriers are given the authority to determine whether an imaging
center technologist is qualified to conduct the diagnostic tests the IDTF is
performing. Some Carriers have taken the position that such training and

proficiency must be to the level of specific accreditation in the imaging modality
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in which the technologist is operating. This goes above and beyond state licensing
or national credentialing of American Registry of Radiologic Technologists
(“ARRT”). Thus, the Medicare beneficiaries who are receiving services in the
IDTF setting are being treated by highly crede;ltialed technologists under the
supervision of radiclogists. In other outpatient settings the technologists are not
required to mect these same standards. Again, if having a technologist, who is not
only certified but certified in a specific imaging modality, is important to have in
place in an IDTF, then it should be important in all settings where Medicare

beneficiaries are receiving outpatient imaging;

Written Orders are Mandated at IDTFs

While not clarified for physician offices, IDTFs are specifically required to
proceed with care only with a written order in place. This small step is useful in
assuring appropriate utilization. Certainly, if CMS is adhering to the quality
components of patient safety and effectiveness, such a requirement is at least as

important in a physician office setting or hospital.

To summarize, the following chart is a comparison of IDTF requirements to other

imaging settings:
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1DTF Physician Heospital

Physician Supervision Required Required Not Required

Supervising Physician Qualifications
determined by Carrier (Radiologist,

Required Not Required Not Requi
and for many Carriers, Board- equire ot Require ot Required
Certified)

-Physician Personnel
Non-P yS]C.l . , Required Not Required Not Required
{Technologist) Qualifications
Written Orders Required Not Clarified Not Clarified

Let me underscore: NCQDIS and its members are not seeking an advantage in either
regulatory oversight or reimbursement, but rather, IDTFs are simply seeking a level
playing field on which to operate. Advances in diagnostic imaging have led to
tremendous strides in patient care: from reducing the need for invasive surgical
procedures 1o early detection of life-threatening diseases. However, imaging equipment
and facilities operated by providers not specifically trained to provide complex diagnostic
imaging services can be sub-optimal with regard to equipment quality, technologists
operating the equipment, the quality of images produced, and ultimately interpretation of
these diagnostic images. In addition, images taken by technologists who do not meet
IDTF gqualification standards may produce lesser-quality images that even the best-

trained physician will have trouble interpreting.
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Recommendation:

NCQDIS recommends that the existing IDTF regufatiqns be used as a model to address
all outpatient imaging operations, including those that fall under the Stark “in-office
ancillary exception,” hospital outpatient imaging facilities, and outpatient imaging
facilities that are not enrolled in the Medicare program under the IDTF classification.
This will guarantee progress in assuring appropriate utilization and offer more value for
the beneficiary, as consistent standards will discourage non-qualified imaging facilities
and reduce repeat examinations and diagnostically poor images caused by quality issues

with either imaging equipment or staff,
III. IDENTIFYING, MEASURING AND REPORTING QUALITY ~ HERE AND NOwW

NCQDIS has and will continue to advocate for Medicare’s IDTF standards, as well as for
additional community standards for the patients we serve. Several of our members have
initiated efforts with their regional payers and purchaser-employers to identify
community standards and best practices for imaging, and to measure and report their

impact on utilization.

Identifying Quality Indicators

For example, CDI has been directly involved with an effort to identify best practices

based on the components of quality as originally identified in Crossing the Quality
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Chasm, the landmark Institute of Medicine (IOM) series of reports.” We have found our
mid-sized employers and coIIectively-bargaiﬁed (Taft Hartley) Trusts are especially
appreciative of this characterization because it is one that they can use with their
employees/membership to help promote more knowleageabie consumers of value
services. Below are several categories as an illustration that the goal of consistent
standards for imaging providers is not a years-long process, but rather an attainable,

short-term goal.

* Institute of Medicine, Crossing the Quality Chasm: A New Health System for the Twenty-first Century
{Washington: National Academy Press 2001).
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Indicators for Purchasing Value in Imaging

Categories are those identified by the 1OM in Crossing the Quality Chasm to assist consumers in making
value-based decisions about imaging providers.

Safety:

MRI and CT equipment that have been accredited by a national accrediting body

Registered Technologists

Safety and Adverse Event Reports

Active Peer Review Program with full participation of all radiologists

Adequate and accessible Patient Education to assure the patient understands the procedure being
undertaken and the risks of it.

Effectiveness

Fellowship trained sub-specialists

*Registered Technologists

Online report access for treating physicians

*Accredited MRIs and CTs

Internal and Referring Physician Education - development and promotion of best practices.

Patient-Centered

Access/Locations

*Fellowship trained sub-specialists

*Registered Technologists

Patient Satisfaction data (tracked over time)

*Patient Safety Records

*Patient Education — customized to appropriate audience

Cost competitive with providers maintaining similar standards

Prohibition and/or reporting of Self-referral/ownership/leasing for any imaging services over $100

Timely

Turn Arcund Time on Reports (average time from when patient comes in or referred to facility to
when report arrives at treating physician)

*(nline Report Access for treating physicians (this might be a sub-head of previous item)
*Patient Satisfaction data (i.e., patient’s view of if service was timely)

Efficiency

State-of-the-art Radiology Information System

High-field equipment

*Online Report Access

* Access and Location, including evening and Saturday hours

Equity

L]

*Cost competitive with providers maintaining similar standards
*Prohibition on Self-referral for any imaging services over $100
*Reasonable Access/locations

*Indicates item is used in more than one category of quality
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Measurihg and Reporting Indicators of Quality
Another project CDI has contributed to is a program to assist employees in choosing
health care providers based on value, which is defined through the formula of:

Service. Access, Convenience, Safety, and Quality Qutcomes

Cost

This measurement-for-public-reporting effort requires that imaging providers be
measured based on three weighted-value categories. With this model, the score for
professional services is weighted at 40%, a weight of 30% is given to each imaging
facility, and another 30% designated for service and consumer satisfaction. In a June 30,
2006, communication to CMS Administrator McClellan, NCQDIS shared the specific
measures included in each of these weighted categories and would be pleased to share the
same with any Member of this Subcommittee. Currently, a white paper is in development
which will link each of these indicators to peer-reviewed literature regarding specific best
practices in imaging, or to another type of community standard, such as the CAHPS®

Clinician and Group Survey.®

Other Marketplace Activities Related to Appropriate Utilization
Private payers have become not only aware of the potential for over-utilization of
imaging services, they are taking action. Many private payers and purchasers have started

to impose minimum quality standards for imaging facilities and equipment, and/or have

¢ Agency for Healthcare Research and Quality, Consumer Assessment of Healthcare Providers and Systems
(CAHPS)., CAHPS Clinician & Group Survey: Key Issues in Field Tests,
http://www.cahps.ahrg.govidefault.asp; path Work-In-Progress (accessed July 14, 2006).
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hired third-party utilization review companies, often referred to as radiology benefit

managers (RBMs). .
As HealthHelp CEO Cherrill Farnsworth has explainéd:

"The second generation RBMs are encouraging and facilitating
quality and safety. Measures such as tools for ordering the most
appropriate tests and consistent quality standards for all imaging
providers are saving 20-25% of total imaging costs. Cuts to
reimbursement have been shown to save little or nothing. It is time that
all payers, including CMS, reward quality and safety - and in the
process, conirol over-utilization and costs. NCQDIS is happy to

demonsirate this through actual case studies from the private sector.”

NCQDIS has spent the last year monitoring and collecting publicly available information
from commercial payers and radiology benefits management companies (RBMs). We
produced a tracking chart which we shared with CMS Administrator McClellan earlier,
and which is appended to my testimony here today. Taken as a whole, the information on
this chart indicaltes a sophisticated understanding by the majority of private payers that
capital intensive imaging services must be managed in a more comprehensive manner

than simply slashing reimbursement, and to encourage appropriate utilization.

In addition, many states have adopted more stringent Certificate of Need (CON) laws to

review the need for higher-end equipment (such as MRI, CT and PET/CT) in the

Statement of Robert V. Baumgartner on behalf of NCODIS 17
House Committee on Energy and Commerce — Health Subcommittee; July 18, 2006

+



community before the equipment may be ordered. One state, Maryland, has passed a law
that does not permit non-radiologist physicians to refer to imaging equipment or facilities
in which they have a financial interest. Other states have made it illegal for physicians to
lease time on imaging equipment which is not located in their facility and then bill for

those procedures, essentially receiving a profit for each scan that they order.

Recommengdation:

NCQDIS and its members not only support but strongly encourage private and public
efforts to develop and utilize consistent standards for all imaging providers. In addition,
NCQDIS supports efforts to restrict leasing of imaging time on equipment not located in
the physician office. NCQDIS believes both of these efforts will help reduce imaging
over-utilization by ensuring that beneficiaries receive a consistent standard of care

regardless of provider, and that tests performed are medically appropriate and accurate.

IV, PARITY IN REIMBURSEMENT IS CRITICAL TO ACHIEVING VALUE

IN IMAGING SERVICES

In the current absence of consistent standards of quality for all imaging providers, cutting
reimbursement seems the natural alternative to curbing over-utilization. However cutting

reimbursement alone will not yield the desired effect, as value in healthcare cannot be

measured by price.
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. Additionally, rate-cutting alone will likely have the unintended impact of encouraging

some providers who are able to control volume to increase referrals to “make up the
difference”‘ in lost revenue, reducing any potential savings to CMS or its beneficiaries.
Worse, rate-cutting could lead to a lack of reinvestment in advanced imaging
technologies, and thus extended use of older or minimally maintained equipment that

produces poorer scans. The result could be missed or delayed diagnoses for beneficiaries.

To be clear, NCQDIS and its members support parity in reimbursement for all imaging
providers when consistent standards are met, but believe this parity must be determined
carefully and in context of the different types of imaging providers and their

business/cost structures, and of the reasening behind current CMS reimbursement

categories.

Medicare uses two reimbursement categories today for imaging services: HOPPS and
MPFS. Hospitals are paid for outpatient services provided to Medigare beneficiaries
through a methodology called Hospital Prospective Payment System (HOPPS). The
HOPPS payment methodology was determined using the following process: Hospitals
allocate costs for capital equipment, supplies, staff and other expenses into cost centers
that they then submit in aggregate (with charge data) to CMS on an annual basis. CMS
calculates a cost-to-charge ratio (CCR) for each department and for the hospital as a
whole. HOPPS groups ‘clinically similar’ services together into Ambulatory Payment

Classifications (APCs), whose costs are determined by multiplying each charge on every
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claim for a service in that APC by the hospital-specific CCR. The resulting HOPPS rate,

in aggregate, is meant to reimburse the hospital for 82% of their costs.

Non-hospital outpatient imaging, independent diagnostic treatment facilities (IDTF) and
physician offices are paid under a methodology called the Medicare Physician Fee
Schedule (MPFS). MPFS bases payment for each imaging service on the costs associated
with providing that service, including clinical staff, disposable supplies, capital
equipment and administrative overhead. For each service provided, the MPFS assigns a

payment rate based upon the actual costs of the services.

Unlike the MPFS, under which IDTFs are paid, HOPPS rate does not represent the true
cost of providing imaging. The result of the methodology behind HOPPS is that neither
the hospital, nor CMS, is able to identify the costs of providing individual imaging
services within a particular hospital, especially over time. On the other hand, MPFS

assigns a payment rate based upon the actual costs of each service.

It is also worth noting that hospitals receive additional payments from federal, state and
local governmelnts that are not available to non-hospital outpatient imaging providers.
These additional payments are hospital-specific and are not figured into the national
HOPPS payment rates. They include Disproportionate Share Hospital (DSH) payments
for inpatient care (meant to offset the monetary losses hospitals incur when providing
care to indigent patients), credit for bad debt, and, in some non-profit instances, tax-

exempt bonding for capital expenditures and property taxes.
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Last, hospitals provide a wide mix of services that subsidize one set of unprofitable
services with others that are profitable. IDTFs instead concentrate on cost and quality of -

imaging services only.”

Recommendation

The disparity between HOPPS payment methodology and actual cost of providing
individual services for IDTFs will lead to less competition in the imaging industry.
Without a payment system that allows IDTFs to recoup actual costs of providing imaging

services, IDTFs will not be able to meet consistent standards of quality nor improve

services.

As mentioned previously, an IDTF cannot independently create demand for its services,
and therefore relies upon providing quality services to attract the necessary demand.? It is
therefore the position of NCQDIS that the discussion around quality and utilization is
wholly ineffective and possibly counterproductive to have without including discussion
on reimbursement. NCQDIS asks for the Members of this Subcommittee to consider the
provision in H.R. 5704 that requires this comprehensive look at imaging reimbursement

policy and we ask your support for it.

7 “Numerous studies show that when physicians or teams treat a high volume of patients who have a
particular disease or condition, they create better outcomes and lower costs.” Michael E. Porter, Elizabeth
Olmsted Teisberg, Redefining Competition in Health Care, Harv. Bus. Rev. vol. 82(6), 64-76 (June 2004),

¥ “In healthy competition, relentless improvement in processes and methods drive down costs. Product and
service quality rise steadily.” Michael E. Porter, Elizabeth Olmsted Teisberg, Redefining Competition in
Health Care, Harv. Bus. Rev. vol. 82(6), 64-76 (June 2004).
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V. CONCLUSION

Medical advances are one of our society’s great achievements, and the frail and elderly
who depend on Medicare and Medicaid should be afforded the same access to this
lifesaving and life-enhancing technology as those in the private sector. From the
utilization perspective, rate cuts alone will not curb utilization. Congress and CMS have
the tools to ensure this equality, and by promoting policies that move beyond short-
sighted reimbursement-only methodologies to the more nuanced qua}it}‘f and value-based
metrics such as those being used in the private sector, true parity for all imaging

providers can be achieved, benefiting beneficiaries and taxpayers alike.

NCQDIS sincerely appreciates this opportunity, and we look forward to working with
vou and your colleagues, and the Administration, in the days ahead to address this

important public need.
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Appendix:

Private Payer / Radiology Benefits Management Activity
Related to Standards in Diagnostic Imaging
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Statesrent of Robert V. Baumgartner on behalf of NCODIS

House Commitiee on Energy and Commerce

Health Subcommitiee; July 18, 2006
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